the preceding parts of this paper are primarily concerned ^th the nutritional anaemia of adult women, we propose to ?nly briefly with the treatment of the hypochromic anaemia of infancy.
Since an adequate store of iron in the foetal liver is of some lrnP?rtance in maintaining a satisfactory blood level in infancy, Careful attention should be directed to the provision of a ^eU-balanced diet for the pregnant mother and the administran of iron should be undertaken if anaemia is present during Pregnancy. Such measures are desirable not only from the P0lnt of view of prevention of anaemia in the infant, but Pr?bably also as a means of improving its general nutrition.
As has previously been mentioned, a rapid fall in the ^moglobin level occurs during the first two months of eJCtra-uterine life. As far as we know, no method of treatment rs~ r* ^ prevent this fall, which appears to be physiological, ^ecovery normally occurs during the next eighteen months, ut there are two factors of particular importance which may Prevent or retard this improvement. The first of these is Q?rW birth weight occurring as a consequence of prematurity otherwise. The importance of low birth weight and the ^chanism by which it leads to anaemia have already been cussed. All children of low birth weight should receive for11 t^leraPy fr?m the second month. The second indication j r ProPhylactic iron therapy in infancy is the presence of c ions.
Even mild infections may cause anaemia and ^o^ar blood regeneration?hence the administration of iron some weeks following infection is a sound general rule. nce mild degrees of anaemia have been shown to be frequent NlSxlv . NO. III. 193 o in infants of the poor classes between 6 and 18 months even in the absence of low birth weight and obvious infections, it is probable that at this age period nutritional factors are also of importance, namely, undue delay in the change from a milk to a mixed diet and the poor quality of the mixed diet which is given. Accordingly the practitioner would be well advised to institute iron therapy in all cases where the infant appears to be pale, easily fatigued and not thriving.
Iron Treatment.
A palatable, efficient and non-irritating preparation of iron in a liquid form which can be added to the infant's feeds is the ideal. For a child of 3 to 6 months, 12 Sr-iron and ammonium citrate in water sweetened with glycerine, three times a day, is a satisfactory preparation for prophylactic use. The dose should be 3 gr. three times a day if anaemia has already developed. For children of 6 to 18 months the prophylactic dose is 3 gr., while the curative dose varies from 5 to 10 gr. thrice daily. The ferrous salts of iron have been shown to have a higher percentage utilisation than the scale preparations and in our opinion are preferable, since they are equally efficacious in smaller doses. It must be remembered that their efficiency is rapidly reduced if oxidation to the ferric state occurs. Accordingly they should not be prescribed in simple watery solutions, but must be mixed with 50 per cent, glucose, which retards oxidation-According to Helen Mackay,1 the addition of a trace of hypophosphorous acid enhances this effect. She has found the following prescription to be both palatable and efficient :? . .
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Three times daily.
Whatever preparation of iron is used, treatment should be started by giving doses of one-third to a half of what is ultimately desired, and the material should be mixed with the feed or given at the end of a feed. The reason for these instructions is that iron, when given in the large dosage used to-day, tends to produce in a proportion of persons pain in the stomach and sometimes vomiting and diarrhoea. Not infrequently this leads to the patient refusing to continue treatment.
If a fraction of the dose is taken first, and gradually increased to the full therapeutic dose over the period of a week, these undesirable effects are nearly always avoided. 194 II. Adults.
(a) Prophylaxis.?If our views of the aetiology of chronic nutritional hypochromic anaemia are accepted, namely, that the anaemia is essentially conditioned by a dietary intake of iron insufficient to meet the demands of menstruation and Pregnancy, then the indications for preventive treatment are clear.
The first factor is the improvement of the diet of women of the poorest classes. While in theory this is easy, it is in Practice often extremely difficult, since the principal cause of dietary deficiency lies in the economic field. Hence the family doctor should know the relative values of the different foodstuffs in regard to their iron content and its availability, and their cost. Table I . gives a list of some of the commoner foods rich in iron and indicates which are the cheapest sources x-s-IV. XLV. NO. III. 195 of this mineral. As will be indicated in the section devoted to dietotherapy, it is far more economic and more efficient to buy medicinal iron from the chemist than to buy food iron from the butcher and the green-grocer. From the point of view of prophylaxis, however, this is not to be recommended, since our dietary surveys have clearly shown that iron is only one of many deficiencies in the diet of the poorest classes.
When an attempt is made to improve the iron intake by a selection of foods rich in iron, e.g. liver, meat, fruits and green vegetables, one is simultaneously correcting the deficiency of animal protein, calcium, phosphorous and vitamins. It is only when such a diet is found to be unable to maintain a normal blood level that the administration of medicinal iron is indicated. For women past the menopause we have found that a normal blood level and iron balance can be maintained on an intake as low as 4 mg. of iron daily. Approximately 10 mg. will supply the needs of the majority of women whose periods are moderate to scanty, or in whom child-bearing is infrequent and not attended by excessive post-partum haemorrhage. In women with heavier periods and more frequent pregnancies, a dietary intake of 10 mg. daily or even considerably more may not maintain a normal blood level-In such cases the administration of medicinal iron for one week in each month is a cheaper and more efficient method of achieving this result than to attempt to raise the iron intake further by dietary means.
The second factor is pregnancy. Post-partum haemorrhage occur, the patient is usually able to withstand it without being precipitated into a dangerous state of shock.
The third factor is menstruation. In individuals whose let has been corrected as far as possible in keeping with their economic circumstances and in whom anaemia develops without any obvious cause, such as pregnancy, post-partum haemorrhage, abortion, or infection, the most likely cause the anaemia is menstrual blood loss. In some persons a clear history of menorrhagia is obtained, whereas in others the periods are stated to be normal. As has already been explained, little reliance can be placed on a woman's assessment of her menstrual loss. If it is believed that excessive menstrual blood loss is occurring, in addition to prescribing prophylactic doses of iron it is essential to exclude organic disease of the uterus or adnexa, and to consider the question of endocrine dysfunction. Before advising curettage for menorrhagia in ^ omen already anaemic, a course of iron therapy should be instituted, since correction of the anaemia not infrequently 'eads to more normal periods. In other cases the periods ^ay not be improved or may even become more profuse. ^ such cases curettage or endocrine treatment is indicated.
the woman is approaching the menopause, however, the hastening of this process by radium treatment may be advisable. (a) General Measures include the provision of physical and mental rest, good nursing, fresh air and sunshine if possible, the avoidance of chills and a satisfactory diet. If the haemoglobin level is 40 per cent, or less, the patient should be confined to bed. Since the blood level falls very slowly and the blood volume is maintained in chronic nutritional hypochromic anaemia the patients become acclimatised to a considerable extent to a low level of haemoglobin. (This is in contrast to the state of shock which occurs in patients with a sudden external loss of blood, even though the haemoglobin has fallen only to 50 or 60 per cent.) Hence it is unnecessary for the patient to be at complete rest in bed. She may assume the position she finds most comfortable and sit up in bed for her meals. Usually such patients regulate their bowels better if they are allowed to the lavatory, and this may be permitted if it is in close proximity to the bedroom and on the same floor. Alternatively a bedside commode may be used. When the haemoglobin has reached 50 per cent, the time allowed out of bed should be increased and graduated exercise should be ordered, particular care being taken to avoid undue fatigue or chilling owing to the liability of anaemic individuals to develop infections. Rest in bed is the best form of treatment for alleviating the symptoms of anoxaemia, circulatory instability and myocardial weakness, namely dyspnoea, palpitation giddiness, etc., until iron treatment can correct the anaemia.
(p) Symptomatic Treatment?Gastro-intestinal System.?' Gastro-intestinal disturbances are frequently present. Anorexia, often of many years' duration, occurs in many patients. A feeling of weight and discomfort in the epigastrium after meals, nausea, vomiting, flatulence, constipation and periodic attacks of diarrhoea are other symptoms. A rapid improvement in all such symptoms may be expected within a week or two of the start of iron therapy, especially if the patient is confined to bed on light diet. Nevertheless it is often desirable to give symptomatic treatment while awaiting the effects of iron therapy. In some patients with dyspepsia and flatulence associated with achlorhydria and chronic gastritis, beneficial results occur from the administration of a teaspoonful of an alkaline powder half an hour after meals. In other patients a teaspoonful of baking soda in a tumblerful of warm water, first thing in the morning and last thing at night, should be given, to loosen the excess of mucus in the stomach, while dil. HC1 and Pepsin should be taken with meals in the following proportions :?
. .
.2 parts.
P^ie teaspoonful in a tumblerful of water flavoured with orange juice should be sipped during meals three times daily, and the ?se should be increased to two or three teaspoonfuls three tlrnes a day, particularly if the type of diarrhoea sometimes ass?ciated with achlorhydria is present. The majority of Cases, however, are constipated owing to the poor tone of the Musculature of the alimentary tract and lack of vitamin B and roughage in the diet. When the patient is severely anaemic ar?d is suffering from anorexia, it is not advisable to treat the c?nstipation by adding large amounts of fruits and vegetables 0 the diet because this may cause dyspepsia ; nor is it desire to give purgatives because they increase small intestinal uurry and so reduce the absorption of iron. Mineral oils ^Vlth the addition of agar, with or without a small amount of Cascara sagrada or lixen, should be prescribed. In some Cases ^ may be necessary for the first few days to give saline Wash-outs in the morning, a few ounces of olive oil having been Produced into the rectum the night before. For the atonic c?nstipation so frequently present in these anaemic women, Vc have found yeast to be of considerable value. Vitamin B only helps constipation by improving the tone of the 0r ' Prom?tes appetite and improves absorption. Two three yeast tablets three times a day before meals are in experience an excellent tonic. Many doctors think that t^n ^as a constipating effect and this may be the case with Srnall doses of iron formerly used. recommended, and application of carbolised resin (B.P.C.) to the corners of the mouth twice daily will relieve the painful fissures.
In some cases the tongue is red, inflamed and painful, a condition of generalised glossitis being present. Under such conditions the patient's diet should be bland and fluid, and the use of a glass tube to enable the patient to take the food directly to the back of the pharynx may be helpful. Painting with chromic acid may be tried, but is not very successful. Fortunately the condition usually settles down rapidly when the blood begins to improve.
Dysphagia.?A mild degree of dysphagia frequently occurs.
This requires no special treatment, as it improves pari passu with the haemoglobin level. Should the dysphagia be more severe and persistent, the passage of a mercury bougie may be necessary.
In a small proportion of cases difficulty inswallowing is due to a mechanical cause, viz., a web occluding the inlet to the oesophagus. In at least half a dozen of our cases we have had to pass an oesophagoscope and to rupture or cut this membrane.
Nervous System.?Numbness and tingling in the extremities are frequently complained of. In the majority of cases no special treatment is required, since the condition disappears following iron therapy. In more severe cases the parenteral and oral administration of vitamin B preparations is of value.
In view of the anoxaemia of the central nervous system and the anxiety state resulting from the struggle for existence to which many women of the poorest classes are submitted, it is not surprising that many patients are nervous, worried, easily upset, suffer from headaches and sleep badly. Small doses of bromide and chloral or phenobarbitone are of great value in obtaining the mental and physical relaxation which is so desirable.
(c) Dietotherapy.
In patients severely anaemic with anorexia, nausea and possibly vomiting, no attempt should be made at this stage to give a diet rich in iron or roughage. A bland, easily digested diet is recommended, divided into small meals at two to two and a half hourly intervals. The basis of the diet should be milk and milky foods, jellies and custards, lightly boiled or scrambled eggs, pounded fish, purees of fruit and vegetables, and small amounts of thin bread and butter. Patients in the severely anaemic stage with marked gastric disturbances, require hospitalisation for nursing and dietetic reasons. With the rise of the haemoglobin level 200 appetite and digestion improve, and the diet should be cautiously increased by the addition of chicken and meat, vegetables and raw fruit. Our aim is to reach a diet containing at least 10 mg. of iron a day. The optimal intake of iron is stated to be 15 mg. of iron daily, but the economic circumstances of the poor classes will not in general permit the purchase ?f such a diet.
Should it be found that a maintenance diet containing approximately 10 mg. of iron a day is unable to meet the normal requirements for iron conditioned by pregnancy ?r menstruation, the administration of medicinal iron for one
Week in each month must be advised.
No attempt should be made to bring the haemoglobin level normal by dietetic measures alone, for this will be found to be uneconomic and unsatisfactory, as is shown by the following investigation : By the courtesy of the Governors ?f Robert Gordon's Colleges, we were enabled to treat, at the Domestic School of Science, 11 anaemic women of the poorest classes with diets containing from 12-24 mg. of iron a day.
The high iron content was obtained by giving large portions ?f liver, kidney, red meat, green vegetables, eggs, nuts, etc., and was continued for 30 days. The alterations in the haemoglobin level at the end of this period varied from ?2 to +9 per cent., and showed an average gain of 4 per cent. From the figures given below the administration of medicinal *r?n would have been expected to give a rise of at least 30 per cent, in the same period. The cost of these high-iron diets was of course quite beyond the means of working-class Women, averaging several shillings a day, whereas the cost medicinal iron for a month may be reckoned at 2s. 6d. lt can be concluded, therefore, that it is uneconomical and inadvisable to prescribe high iron diets to persons belonging to the poorest classes, i.e. persons with 4s* or less Per wee^ for the purchase of food. This does not mean that we should be content with low iron diets (5 to 8 mg. daily), since a figure ?f at least 10 mg. daily can be attained cheaply and easily by a proper selection of foods. In addition, an improvement ln the protein, mineral and vitamin content will result. Accordingly Table I . is submitted in order to indicate the articles of diet most suitable for this purpose, and Table II. is a diet sheet which will serve as a guide. A study of Table I. shows that the flesh foods, eggs, oatmeal, lentils and split Peas are articles of food particularly rich in iron. It does not follow, however, that the efficacy of any foodstuff in promoting 201 haemoglobin regeneration depends solely on its iron content.
The availability of the contained iron which in turn depends on the ease with which ionisable iron is liberated by the processes of digestion is a factor of great importance. There With regard to the first of these methods, accurate information is lacking. This is not surprising, since we have shown 202 that the treatment of established hypochromic anaemia by diet is very ineffective over experimental periods of 30 days. n the other hand, the importance of diet in the prevention ^ o anaemia can scarcely be denied, for the following reasons .
(0 The highest incidence of anaemia is found in t e c ass ?f persons in whom dietary deficiency is most pronounced.
(2) The Swedish investigations already referred to clearly established that the incidence of anaemia in the working c asses in Sweden varied in different districts according to whether the diet was largely vegetarian or had a satisfactory anima^ Protein quota. (3) The recently published work of McCance -?n pregnant women with different income levels showed that a close correlation exists between the quality of the diet and the incidence and degree of anaemia. Nevertheless, since ynultiple deficiencies in the diets of the women of the low er income levels were partly or wholly absent in the diets of the ^romen in the higher income levels, it would be difficult to assess the value of any individual food in the prevention or correction of anaemia. In conclusion it may be said, however, that clinical experience is in favour of flesh foods and green Vegetables being of particular value in this respect.
The second method must be associated with the name of Whipple^, 4 who fed dogs, whose iron reserves had been exhausted by repeated bleedings, with different diets. The glandular organs, liver and kidney were found to produce much m?re haemoglobin than any other foodstuff, while the dairy Products produced the least. Contrary to clinical belief, the chlorophyll containing vegetables were found to be of relatively httle value compared with certain fruits (apricots, peaches and Prunes) although the common berries and oranges were practically inert. It is difficult to know how far Whipple's results are applicable to human beings, since his findings are sometimes So contrary to clinical experience. For instance, a diet of 25o gm. of beef and 300 gm. of bread produced approximately the same amount of haemoglobin as 100 gm. of butter and 35o gm. of bread, and only half to one-third as much haemoglobin as a similar quantity of certain fruits.
With regard to the third method, it has been shown by Ivehjem5 in the treatment of experimental anaemia in rats lhat the value of foodstuffs for blood regeneration was proportional to their content of ionisable iron as estimated by the dipyridil method. In Table I . the ionisable iron content ?f various foodstuffs estimated by this method by Shackleton 203 and McCance 6 is given. It will be seen that the foods richest in iron, viz., liver, sausage, oatmeal, lentils and split peas, have also the highest ionisable iron content. Clinical experience has always suggested the value of butcher meat in the treatment and prevention of anaemia. It is therefore surprising to find that the figure for ionisable iron in meat is so low, viz., 0-35 mgper 100 gm. If the ionisable iron content of a foodstuff is regarded as a reliable indication of its efficacy in haemoglobin production, one would have to conclude that white bread (0-94 mg. per 100 gm.) is three times as potent as butcher meat.
As we are unwilling to accept this conclusion, an openmind must be kept regarding the value of the dipyridil method for evaluating the potency of foodstuffs in blood regeneration-In conclusion, therefore, in view of these discrepancies, we believe that all that the family doctor need know is a list of the foods of a high total iron content, hence our reasons for submitting Table I . As the economic factor is of such importance we have shown in column 4, Table I ., the amount of iron in milligrams which can be purchased for one penny) and we would draw particular attention to the cheapness of food iron in oatmeal, lentils and split peas. The cost of the different foods, on which the figures in column 3 are based, was obtained directly from co-operative stores and other shops used by the poorest classes in Aberdeen.
(d) Iron Treatment.?It is unnecessary to review the historical aspects of iron therapy, since this has been fully dealt with in recent publications. It is now generally agreed (a) that iron is absorbed in the ferrous state mainly from the duodenum and upper jejunum ; (b) that the ferrous salts are more efficacious than the ferric salts ; (c) that organic preparations of iron (e.g. haemoglobin and bone marrow, etc.) are valueless ; (d) that much larger doses are required to obtain optimal results than was formerly believed; and (e) that parenteral iron therapy is attended by considerable danger and discomfort and at present should seldom, if ever, be advised. Many preparations of iron are now known to be satisfactory. A comparison of their efficacy, their dosage and cost, is a matter of great interest and importance, and one which we have been at considerable pains to investigate. At first sight the assessment of the relative values of the different iron preparations might appear to be a simple matter.
In practice, however, it is found to be extremely difficult, f?r the following reasons.
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(1) Individual Variation in Response to Treatment.? 0r a variety of reasons, some of which are known and some Unknown, a marked variation exists in the ability of the bone Harrow to respond to iron therapy in individuals who appear to be identical in so far as their symptomatology and the tyPe and degree of anaemia are concerned. A study which We have been making during the past few years on the relative value of different liver extracts in pernicious anaemia has s ?wn an identical state of affairs. This individual variability 0 response is clearly illustrated in Table III . Accordingly p~eat difficulty is found in comparing the potency of different lr?n. preparations, unless large numbers of suitable cases are Mailable.
(2) Initial Haemoglobin Level.?The rate of response to atment in the iron-deficiency anaemias and in pernicious anaemia is conditioned to some extent by the initial blood . e*-It is for this reason that we have classified our cases nto those with initial haemoglobin levels below 40 per cent. between 40-60 per cent., and have excluded cases with niUal haemoglobin levels above 60 In view of these S1 erations we have selected the period 14-35 days from ?'75> 0-56, i-oo, 1-07, i-oo, ?'93j i "64, i"oo, 1-03, 077, the institution of treatment as the test period, although, as ^VlH be seen later, we bring strong evidence against the ?ccurrence of a latent period. (5) Difference between the Minimal Effective Dose and e Optimal Dose.?Another factor which presents great c 'fficulty in an assay of this nature is the fact that it is necessary to distinguish between minimal effective doses and optimal ?ses.
Thus half of the optimal dose will produce maximal results in at least half of the cases, while the optimal dose jVlU Produce this effect in approximately 90 per cent, of cases. a proportion of the remaining 10 per cent, optimal haemoth? regeneration may be obtained by greatly increasing e dose.
In some patients, however, no matter what Preparation is employed or how great the dose, regeneration blood occurs slowly. This type of response must be Presumed to be due to hypoplasia of the bone marrow. It is ious, therefore, that a large number of patients are required brumal effective and optimal doses are to be determined. Pointed out that a large series of cases is necessary for assessment of the potency of preparations of iron. Since y women suffering from chronic nutritional hypochromic th mia' Particuiariy those with large families, cannot spare inCli?Se^VeS ^rom domestic duties in order to have treatment out ?S?lta^' ^ f?ll?ws that such cases must be treated as This fact is responsible for one of the main kn ?U s *n any study of this nature, namely, a lack of definite take^eC^e aS t0 w^et^er the treatment prescribed has been this rCgularly-AH cases in whom there was doubt regarding JP7?lnt have been excluded from this study. is f Cn conditions mentioned above are observed, it fr0rr^ that a very large number of cases have to be excluded du^1 analysis-This is well illustrated by our experience chrln^. this study. Almost all the cases of chronic hypo-h0 ?^nic anaemia treated by us during the past few years in . a ?r as out-patients, were considered from the point Vlew of their suitability for inclusion in this survey. The 207 total number of such patients was many hundreds and yet only 92 have satisfied all the criteria described above.
The Relative Potency of Different Preparations of Iron. Table III . gives in summary the results obtained by the use of different iron preparations in the treatment of the 92 cases of chronic hypochromic anaemia considered suitable for this study. The figures in the column headed " Daily Haemoglobin Gain " were obtained by dividing the increase in the haemoglobin percentage which occurred at any time between 14 and 35 days from the start of treatment by the number of days in that period. For It is seen that the average daily haemoglobin gains of the group with initial haemoglobin levels less than 40 per cent- (Group i) are uniformly higher than the corresponding groups ^th. initial haemoglobin levels between 40 and 60 per cent, v roup 2), thus illustrating the importance of the influence ? the initial blood level on the rate of haemoglobin regeneration. e Preparations included in the Table will now be considered   Seriatim. , .
Colliron (Evans Soils, Lescher and Webb).?The dosage of ls preparation was 1 drachm three times a day, which is three ^ es as much as is recommended by the manufacturers. The rate j heemoglobin regeneration in both groups is satisfactory (viz. lcs23 Per cent, daily for the group with initial haemoglobin levels Ss than 40 per cent, and 1-03 per cent, for the group with initial ^^oglobin levels of 40 to 60 per cent.). mce we have no evidence that maximal haemoglobin regeneration p-not have occurred with a considerably lower dosage, it is dos t^le doses we employed were in excess of the optimal tio a^' ^ were so t^icn ^ie percentage utilisation of the prepara-thgl^en *n optimal dosage would be higher than that represented 0? citrate, are probably adequate for comparison. In Group 1 excellent results were obtained with both preparations (ferrous sulphate in a dose of 9 grains daily and iron and ammonium citrate go grains daily). In Group 2 the figure for the rate of haemoglobin regeneration in the cases treated with iron and ammonium citrate is at the lowest level which may be considered satisfactory. Nevertheless we feel that this dosage is optimal since the fortuitous inclusion of a few resistant cases is enough to give a reduced rate of haemoglobin gain. It may be concluded that 9 grains of ferrous sulphate, containing 180 mg. metallic iron, is certainly as efficacious as 90 grains of ir011 and ammonium citrate containing 1215 mg. iron, and the same remark probably applies to similar doses of ferrous carbonate and ferrous chloride.
The percentage of the iron administered which was utilised in the formation of new haemoglobin is shown also in Table iH-It is seen that a marked variation occurs among the different iron preparations. The percentage utilisation obviously depends to a great extent on whether minimal effective OI" optimal doses are employed, e.g. if smaller doses of iron and ammonium citrate were used the percentage utilisation of ii*011 would be increased, although the rate of haemoglobin regeneration would be, in general, lower. Since, however, 90 gr.
iron and ammonium citrate is generally accepted as the optimal dose, one may assume that the utilisation of the scale preparations of iron in that dosage is about 2 or 3 per cent-For the ferrous salts in optimal dosage the utilisation varies from 15 to 27 per cent. In other words, the ferrous salts show from 5 to 9 times as great a utilisation as the scale preparations when optimal dosage of both types of irorl preparation is employed. diet^0 ^aVe already drawn attention to the importance of ^rj ln prophylaxis of anaemia. We now wish to discuss ^e question of relapses. c tendency of chronic nutritional hypochromic anaemia have t^Se' anc^ desirability of maintenance doses of iron, Am " Cen stresse<^ by many workers in this country and in con ev!Ca-While we agree with this general view, we do not 1 er that maintenance treatment with iron need be given 211 to every case of chronic nutritional hypochromic anaemia* since we have found that at least half our cases have continued to have a satisfactory blood level without maintenance treatment.
We have inquired into the factors which appeared to be of importance in producing relapse of the anaemia. A study of 24 patients whose blood had been brought to normal by iron therapy, but who had received no iron treatment f?r periods of three months to four and a half years thereafter, showed that 9 cases (37-5 per cent.) had fallen by 5 per cent, haemoglobin or more. All of these 9 cases except one were still menstruating, 2 had bleeding haemorrhoids (including the 1 post-menopausal case), 1 was pregnant, and I had dysphagia and myxcedema. Of the 15 cases who had not relapsed, 5 had passed the menopause. Accordingly we do not think it is necessary to order iron routinely for the prevention of relapse in women past the menopause. For pre-menopausal women without infections or excessive periods it is unnecessary to continue iron treatment, provided that reexamination for the appearance of anaemia is undertaken at six-monthly intervals. By this means the administration of iron, with its attendant cost and trouble to many women who would not relapse, is avoided. Summary of Part III. 1. The prophylactic and curative treatment of chronic nutritional hypochromic anaemia is described in detail. 2. Dietotherapy is described and the relative potency of different foodstuffs as promoters of haemoglobin regeneration is discussed, both from their economic aspects and their therapeutic efficiency. The conclusion reached is that dietotherapy by itself cannot be recommended for the treatment of established anaemia, but is of particular value in its prevention.
3. The potency of various preparations of iron is compared, and the conclusion reached that the ferrous salts are probably all equally efficacious and their percentage utilisation is at least five times as great as that of iron and ammonium citrate.
